Background: Possible severe bacterial infections (pSBI) continue to be a leading cause of global neonatal mortality annually. With the recent publications of simplified antibiotic regimens for treatment of pSBI where referral is not possible, it is important to know how and where to target these regimens, but data on the incidence and outcomes of pSBI are limited.
Background
The annual global burden of mortality in children under age 5 years decreased by 36 % from 9.9 million in 2000 to 6.3 million in 2013, mostly due to reductions in mortality due to pneumonia, diarrhea and measles in children aged 2-59 months [1] . Over the same time period, there was only a 30 % reduction in the annual neonatal mortality rate from 4 million to 2.8 million, so that the proportion of under age 5 deaths that occurred in neonates increased from 38 to 44 % [2] . Most of the neonatal deaths continue to be attributed to preterm birth, intrapartum related complications (birth asphyxia) and neonatal sepsis/meningitis/pneumonia due to possible severe bacterial infections (pSBI) [1] . The recently published studies of simplified antibiotic regimens for treatment of neonatal pSBI provide a potential way to reduce part of the burden of neonatal mortality in settings where hospitalization is not accepted or available [3, 4] , but the impact of these new regimens and optimal ways to make them available globally is not clear, [5, 6] because there is limited information on the incidence and case fatality rates of pSBI. To our knowledge, only one systematic review and meta-analysis estimates the global incidence and mortality due to neonatal infection, in one year -2012 [7] . There is an important need to confirm these estimates of neonatal pSBI incidence and case fatality rates using prospectively collected, population based data, in which the outcomes of all pregnancies are recorded and to evaluate recent trends over time, particularly as facility births and survival of preterm infants increase.
The diagnosis of possible severe bacterial infection/ neonatal sepsis is challenging even in well-equipped tertiary care facilities in resource rich settings [8, 9] . In resource limited settings where there is a lack of access to microbiologic, hematologic and biochemical laboratory studies, the World Health Organisation's (WHO) Integrated Management of Childhood Illness (IMCI) algorithm is used to make a clinical diagnosis of possible severe bacterial infection (pSBI), which includes sepsis, meningitis and pneumonia in young infants and neonates [10] . However, the signs can be difficult to detect and non-specific. The algorithm, initially developed in the first WHO Young Infants Study in the 1990s, found 14 clinical signs and symptoms that predicted isolation of bacteria in blood or cerebrospinal fluid, or culture positive severe bacterial disease [11] . These signs and symptoms were simplified in the second WHO Young Infants Clinical Signs Study (YICSS) published in 2008 [10] . The YICSS evaluated clinical signs in neonates presenting to primary health care facilities, as detected by primary care health workers, in 6 countries (Bangladesh, Bolivia, Ghana, India, Pakistan, and South Africa). Presence of any one of seven clinical signs and symptoms predicted severe illness (based on an expert pediatrician's assessment) and was associated with a sensitivity and specificity of 85 and 75 % respectively in 0-6 day old neonates and 74 and 79 % respectively in infants aged 7-59 days [10] . Since the YICSS signs and symptoms were not evaluated against blood or cerebrospinal fluid culture results, the diagnosis likely includes respiratory distress associated with preterm birth, birth asphyxia, and viral respiratory infections, but based on available data, neonates with these signs and symptoms should be treated for pSBI.
The Eunice Kennedy Shriver National Institute of Child Health and Human Development (NICHD) Global Network (GN) for Women and Children's Health Research supports a population based Maternal and Newborn Health (MNH) Registry of pregnant women and their babies living in rural communities in six low and lower middle income countries. The Registry has focused on documentation of pregnancy histories, details of labor and delivery, accurate and timely measurement of birth weight and early and late neonatal morbidity and mortality through day 42 of life, including signs and symptoms similar to those used in the YICSS, and cause of death [12] . We used data from live born neonates collected by the MNH Registry between 2010 and 2013 to estimate the incidence of pSBI using the clinical signs and symptoms from YICSS, the case fatality rate, and trends in pSBI incidence and mortality over time.
Methods

Ethics statement
The appropriate Institutional Review Boards and Ethics Research Committees of all participating institutions and the Ministries of Health of the respective countries reviewed and approved participation in the MNH Registry. Prior to initiation of the Registry, approval was also sought from the participating communities through sensitization meetings. Study participants were enrolled in the Registry after they provided written informed consent. No monetary reimbursements were provided to either individual participants or to communities. A Data Monitoring Committee, appointed by the NICHD, oversaw and reviewed the Registry at annual meetings. The MNH Registry study was registered at ClinicalTrials.gov (NCT01073475).
Study design, setting and participants
The MNH Registry is an ongoing prospective multicenter cohort study of pregnant women and their babies who were residents or resided for at least 4 weeks in rural communities (clusters) in Argentina, Guatemala, 2 states in India, Kenya, Pakistan and Zambia [12] . Details of the study sites are provided in Table 1 [13] . Pregnant women are recruited as early as possible during pregnancy and followed through day 42 postpartum to obtain details about the pregnancy, labor and delivery and the health of the mother and infant. Data are collected by trained staff at enrolment and again at within 7 days of delivery and at 42 days after delivery and reviewed by medical officers. On enrolment, date of last menstrual period, estimated delivery date, age, education, parity, and status of last child are collected. Information collected within 7 days of delivery includes prenatal care, complications occurring during pregnancy, [12] . For this secondary data analysis, we included infants born alive between January 1, 2010 and December 31, 2013 to the pregnant women enrolled in the seven sites participating in the MNH Registry. We excluded infants with missing birth weights, as well as those with birth weight measured more than 7 days after delivery or with unknown timing of measurement. We excluded babies with missing birth weights as these were rare in the MNH registry (<1 %) due to a focus on collection of birth weight data. The data collection forms changed at the end of 2013 with symptoms used to define pSBI no longer collected. Infants for whom the 42 day assessment was conducted using the revised forms were excluded from analysis. During the study period, women were enrolled in a total of 118 communities (clusters) in the seven sites: Argentina, 6 clusters; Guatemala, 18; Kenya, 16; Zambia, 10; Belgaum, India, 24; Nagpur, India, 20; Pakistan, 24. In Argentina, Kenya, Zambia, and Nagpur all clusters participated throughout the 4 year study period. However, in Guatemala, Belgaum, India and Pakistan, only 9 of 18 clusters, 16 of 24 and 20 of 24 clusters respectively participated throughout the 4 year study period.
Study outcomes Possible severe bacterial infection (pSBI)
Estimates of pSBI during the first 6 weeks of life were derived retrospectively for all live born infants using symptoms reported on the data collection forms based on the WHO YICSS criteria [10] to the extent possible given the information recorded in the registry. The presence or absence of each of the following symptoms after delivery was recorded in the registry, with a "yes" response considered consistent with pSBI: breathing problems/difficulty breathing, feeding problems/stopped suckling/feeding, high fever (>38°C or estimated by touch), hypothermia (<35°C or estimated by touch), convulsions, and bleeding/pus-like discharge from umbilicus (Table 2 ). The MNH Registry variables were not designed for the diagnosis of pSBI specifically, but to standardize the data collection on key outcome variables in pregnant women, mothers and neonates across the Global Network sites. There was an initial standardized training conducted with the Site Principal Investigators (PIs) in the US and then site specific trainings and retrainings conducted by the Site PIs to ensure consistency of the information collected across sites and over time. In addition, RTI (Data Coordinating Center) monitored MNH variables over time for deviations and unusual patterns and when these occurred, they were brought to the attention of the site PI. In each location the site PI was assisted by a medically trained registry administrator who worked with the local data collectors (mostly medical officers) to ensure that data were collected consistently within sites and over time. The registry administrator and site PI conducted re-trainings at least once a year and more frequently if deviations or unusual patterns in data collection were observed.
The specific signs and symptoms of pSBI are challenging, even in resource intense studies [3, 4, 10] because they are based in part on parent report (e.g., history of difficulty breathing and convulsions). The MNH registry did not collect data on movement when stimulated. The YICSS measured respiratory rates and trained study staff on detection of severe chest indrawing, while the MNH registry reported that any type of breathing problem was either present or absent. Temperature was measured in the YICSS but in some Global Network sites was not actually measured and was only estimated by either the mother or medical officer. To improve the accuracy of the diagnosis of pSBI in the MNH registry, infants who died with cause of death coded "infection" were also counted as having pSBI. Additionally, text fields used to record information about symptoms and diagnoses as well as cause of death were reviewed. Infants with any of the symptoms listed above, or the words "infection", "sepsis", "possible sepsis", "septic" (e.g., a septic condition such as septic rash, septic umbilicus), "meningitis", and/or "pneumonia" in any of the text fields were counted as having pSBI. All information in the MNH registry was collected by the medical officers who may or may not have seen the child when they had the specific symptom consistent with pSBI, but the medical officer was responsible for determining whether the MNH definition of the sign or symptom was met based on questioning of the mother or data collector, as required by the MNH training. At most study locations there were no charts that could be reviewed for additional information. The number of pSBI episodes and the exact timing of infection could not be determined, as dates of diagnosis were not recorded. Microbiologic confirmation of pSBI was not possible in these rural communities and facilities.
Case fatality
Neonatal/early infant case fatality after diagnosis of pSBI was defined as the number of deaths due to any reported cause among infants with pSBI occurring up to 6 weeks after birth divided by the number of infants with pSBI. The cause of death was determined by the registry administrator who conducted a basic death audit, per the MNH manual of operations, by interviewing the birth attendant, and/or family members and the mother, whenever possible.
Covariates
Covariates examined included maternal age, maternal education, location of delivery, mode of delivery, infant birth weight, infant sex, and early initiation of breast feeding within an hour of delivery. A hospital was defined as a residential establishment equipped with inpatient facilities for 24-h medical and nursing care and staffed with at least one physician providing essential obstetrical/neonatal care (for example, the ability to provide a caesarean section). A clinic/health center was defined as a facility that provided (ambulatory) medical services to a specific group in a population and that did not have caesarean section capability. Births that occurred at home, whether at the mother's home, a birth attendant's home, or a relative's home, were grouped together for analysis. Other delivery locations were infrequent. Birth weight was recorded using locally available scales, calibrated per local facility protocols.
Statistical analysis
Maternal, delivery, and neonatal characteristics were compared descriptively across the study sites and over the years studied at each site. The cumulative incidence of pSBI in the first 6 weeks of life was defined as the proportion of infants who developed pSBI during the 42 day follow-up period divided by the number of infants studied, with 95 % confidence intervals estimated using the normal approximation to the binomial distribution. Crude estimates of pSBI incidence and case fatality rates are reported in text and figures. Percentages of infants with each symptom of pSBI were also compared descriptively between the sites. Statistical testing was conducted using logistic regression models to compare incidence of pSBI across study sites, and to examine trends in the proportion with pSBI by birth year and trends in the proportion with pSBI who died at each study site, while adjusting for covariates. Adjusted analyses were utilized to compare incidence and assess trends after accounting for differences across site and over time in the distribution of maternal, delivery, and neonatal characteristics potentially impacting risk of pSBI. All models included effects for study site, maternal age (<20, ≥ 20), maternal education (no formal, primary, secondary/university), cesarean section delivery (yes, no), facility birth (hospital/clinic/health center, home/other), infant sex (male, female), infant birth weight (<2500, ≥2500 g), and initiation of breastfeeding within 1 h of delivery (yes, no). A test of the null hypothesis that the incidence of pSBI was the same at all sites against the alternative that the incidence of pSBI differed across the sites was conducted using a main effects model with statistical significance determined by the Score chi-square test for study site. Site-specific tests of the null hypothesis that pSBI incidence remained stable during the study period against the alternative that incidence changed, and similar tests of trend in case fatality rates, were conducted using data from all sites in models that included the main effects above plus birth year and all 2 way interactions between study site and each covariate. Birth year was treated as a continuous variable in order to assess linear trend. Contrasts involving the site by birth year interaction were used to assess whether or not changes over time were significant at each site with statistical significance determined by Wald chi-square tests. Analyses examining trends in pSBI incidence by birth year and trends in the case fatality rate were repeated excluding clusters in Guatemala, Belgaum, and Pakistan that did not participate all four years. In a secondary analysis, interactions between site, birth year and facility birth were added to the primary pSBI trends model in order to test whether trends were the same or differed by location of delivery at each site. Generalized estimating equations were used in all models to produce robust standard errors that accounted for clustering of women and infants in geographic areas ("clusters") at each study site with an independent working correlation structure specified. Just under 2 % of the data were excluded from models due to missing values of covariates. Variables were assumed to be missing at random. Analyses were implemented using SAS version 9.3 (SAS Institute, Inc., Cary NC).
Results
Study population
The GN MNH Registry included 266,340 live births between 2010 and 2013. After exclusions, a total of 248,539 live born infants with birth weight measured within 7 days after delivery were included in the analysis (Fig. 1) . By 6 weeks after delivery, 241,623 infants were still alive (97.2 %), 5679 (2.3 %) had died, and 6 week status was unavailable for 1,237 (0.5 %). The percent of infants who died ranged from 1.2 % in Argentina to 3.0 % in Pakistan (Table 3) . Median age at death for those who died was 2 to 5 days old depending on study site.
Maternal, delivery and neonatal characteristics at each study site
The average age of mothers enrolled ranged from 22 years in Belgaum to 27 years in Pakistan (Table 4 ). In Argentina, Kenya, and Nagpur only 3 % of mothers had no formal schooling. Ten percent of mothers in Zambia had no formal schooling, 19 % in Guatemala, and 21 % in Belgaum, while in Pakistan 83 % of mothers had no formal schooling (Table 4 ). A secondary or university level education was achieved by 79 % in Nagpur, 46 % in Belgaum, 35 % in Zambia, 34 % in Argentina, 26 % in Kenya, 19 % in Guatemala, and only 9 % in Pakistan. The majority of mothers had at least one antenatal care visit with the lowest percent in Pakistan (85 %) and nearly 100 % in Zambia, Belgaum, and Nagpur.
Caesarean section delivery was infrequent at the African sites (1-2 %) and most frequent in Argentina (36 %). Nearly all women in the Argentina site (99 %) delivered in hospital. Over 90 % of births in the Indian sites occurred in a facility, compared to 63 % in Zambia, 53 % in Pakistan and less than half of the births in Guatemala and Kenya. A clean razor was used to cut the baby's cord and new gloves were used by the birth attendant in almost all deliveries, except in Guatemala, where use of a clean razor was reported for 68 % of deliveries (99 % by 2013) and in Pakistan where use of new gloves was reported for 78 % of births.
Only 1-2 % of infants at each site were from a multiple birth, and slightly over half were male. Mean birth weight ranged from 2,677 g in Nagpur to 3,303 g in Argentina. In Guatemala 75 % of infants were breastfed within 1 h of delivery, 83 % in Kenya, 85-86 % in the Indian sites, and 90 % or more in Argentina and Zambia, while in Pakistan only 24 % were breastfed within an hour of birth.
Changes in maternal, delivery and neonatal characteristics by birth year at each site In general, maternal educational level increased during the period 2010-2013 at all sites. The proportion of facility births remained at 99 % in Argentina throughout the period. At the other sites the proportion of facility births increased: from 39 % in 2010 to 58 % in 2013 in Guatemala, 38 to 52 % in Kenya, 55 to 71 % in Zambia, 92 to 96 % in Belgaum, 90 to 99 % in Nagpur, and 49 to 62 % in Pakistan. The percent of cesarean section deliveries increased at all sites except Zambia where only 1 % of infants were delivered by cesarean section, from 27 to 40 % of infants in Argentina, 16 to 26 % in Guatemala, 1 to 2 % in Kenya, 10 to 19 % in Belgaum, 18 to 23 % in Nagpur, and 7 to 12 % in Pakistan. The percent of infants who were breastfed within 1 h of delivery remained about 90 % in Argentina and 83 % in Kenya throughout the 4 year period, increased from 85 % in 2010 to 93 % in 2013 in Zambia, and decreased from 80 to 67 % in Guatemala, from 90 to 77 % in Belgaum, 92 to 84 % in Nagpur, and from 31 to 15 % in Pakistan.
pSBI incidence by site
During the study period, 32,088 of the 248,539 live born neonates met our criteria for pSBI during the first 6 weeks of life (12.9 %, 95 % CI 12.8-13.0 %). The percent of infants with pSBI varied widely by study site, p < 0.001, from a low of 3.2 % (95 % CI 3.0-3.4 %) in Zambia to 6.4 % (95 % CI 6.2-6.5 %) in Belgaum, 6.4 % (95 % CI 6.1-6.6 %) in Nagpur, 10.6 % (95 % CI 9.9-11.3 %) in Argentina, 13.8 % (95 % CI 13.4-14.2 %) in Guatemala, 16.5 % (95 % CI 16.1-16.9 %) in Kenya, and a high of 35.7 % (95 % CI 35.2-36.2 %) in Pakistan ( Fig. 2) .
Incidence of pSBI in the first 6 weeks changed significantly over time at some sites ( neonates/young infants with pSBI increased from 26.7 % (95 % CI 25.9-27.5 %) in 2010 to 55.0 % (95 % CI 53.9-56.1 %) in 2013, adjusted p < 0.001 (using data from all clusters or only clusters participating all 4 years).
Signs and symptoms used to determine whether the infant had pSBI
Across the sites, 60-72 % of neonates/young infants with pSBI met criteria for pSBI based on a single sign or symptom, while the remaining babies met criteria based on multiple symptoms (20-31 % of infants with pSBI had 2 signs; 10 % or less had 3 or more signs, depending on study site). Breathing problems and/or high fever were the most frequently reported symptoms at each study site, followed by feeding problems (Fig. 4) . In Pakistan, the percent of all infants reported with breathing problems was more than double that reported in the other sites (20 % versus 2-8 % of all infants; 11 % with breathing problems as the only sign versus 1-4 % at the other sites) and the percent with high fever was higher (20 % versus 1-11 %; 13 % with fever as the only sign versus 1-6 % at the other sites). Combinations involving breathing problems, feeding problems, and/or high fever were most frequent when pSBI was determined based on multiple symptoms.
Hypothermia, convulsions, and bleeding/discharge from the umbilicus were each reported for 2 % or less of infants at all sites. An indication of infection, sepsis, meningitis, or pneumonia was reported for <1-2 % of infants depending on study site.
Case fatality and trends in case fatality rates
Of the 32,088 neonates with pSBI during the first 6 weeks, 27,410 (85 %) survived to 6 weeks of age, 4,564 (14 %) died, and 6-week status was missing for 114 (<1 %). In contrast, only 0.5 % of infants without pSBI died by 6 weeks. Case fatality rates in neonates with pSBI varied across sites (Fig. 5) . The rate was lowest in Kenya where 5.2 % (95 % CI 4.6-5.8 %) of infants with pSBI had died by 6 weeks of age and highest in Zambia where 41.6 % (95 % CI 38.2-45.0 %) had died. There were no statistically significant changes in the case fatality rates in infants with pSBI in the first 6 weeks of life during the 4 year study period at any site. Case fatality rates associated with signs and symptoms varied by site but generally showed that neither hyperthermia nor umbilical discharge as a single sign is a risk factor for mortality while multiple signs of pSBI is (Table 5) . 
Discussion
In a cohort of 248,539 infants born alive between 2010 and 2013 at 7 population based Global Network sites in Latin America, Africa, and Asia 32,088 (13 %) neonates met symptomatic criteria for pSBI. The incidence of pSBI in the first 6 weeks of life, trends in incidence, and in case fatality rates in the first 6 weeks for infants with pSBI varied widely across sites with a 10-fold variation in incidence of pSBI from 3 % (Zambia) to 36 % (Pakistan) and an 8 fold variation in case fatality from 5 % (Kenya) to 42 % (Zambia). Our incidence estimates are in range or somewhat higher than the upper range recently estimated by Seale et al. [7] in a systematic review and meta-analysis of global incidence of pSBI in 2012 (7.6 %, 95 % confidence interval 6.1-9.2 %), except for our two extreme sites, Zambia (lower rates) and Pakistan (higher rates). Unlike Seale et al., we included all live born infants not just those with birth weight ≥ 1,500 g, which may have comparatively inflated our rates because low birth weight babies may be premature and may be more likely to have breathing problems that are not caused by pSBI. Our incidence estimates are likely higher than Seale's in some cases because we were unable to match the most common sign of pSBI per YICSS, respiratory rate of 60 breaths per minute, and had to use a less specific data point of breathing problems and difficulty breathing. It is likely that these respiratory variables increased the proportion of our pSBI cases that had respiratory distress due to preterm birth or birth asphyxia, both of which are difficult to distinguish from possible severe bacterial infection, particularly in the first few days of life. Our case fatality rates are within the range estimated by Seale et al. (9.8 , 95 % confidence interval 7.4-12.2 %) for Argentina and Pakistan, lower for Kenya and higher for Guatemala, Zambia, and the two Indian sites. Although a common protocol was used for prospective data collection, we note that Zambia had the lowest incidence of pSBI but the highest case fatality rate, suggesting that signs and symptoms may have been underreported in this site. In contrast, Pakistan had the 1 Plots are based on crude estimates. P values for tests of whether incidence changed are model-based after accounting for clustering and covariates as described in Methods. highest incidence of pSBI and one of the lower case fatality rates, suggesting there may have been overreporting of respiratory symptoms or that these symptoms were due to the higher rates of preterm birth and birth asphyxia reported in Pakistan [14] . Overall, our estimates, on average, align with Seale et al. [7] , which lends support to the credibility of these findings particularly as these data from the studies contributing to Seale's paper and the MNH registry (as described in the methods above) were obtained in very different ways.
However, the wide variations in pSBI incidence and case fatality rates, even in our prospective registry with trained data collectors, indicate continued need for objective criteria to make a diagnosis of pSBI. Between 2010 and 2013 there were significant increases in facility deliveries and survival of neonates born preterm in our study sites as well as in the countries our sites represent. Against this background, we found decreases in the incidence of pSBI in the first 6 weeks of life during the period in Argentina, Kenya, and Nagpur, India after accounting for clustering and maternal and neonatal factors. Argentina was the one site where nearly all infants were born in hospital throughout the study period, and the decrease in Kenya occurred among infants born at home as well as in a facility suggesting that changes at these sites cannot be attributed simply to facility birth. In contrast, in Nagpur, India, the decrease in pSBI rate occurred among facility births alone with no significant change in pSBI incidence among infants born at home. While facility births increased from 49 to 62 % of all births in Pakistan, pSBI incidence increased during the period for infants born in a facility as well as for those born at home, after accounting for birth weight and other factors. Reporting or diagnostic changes may have contributed to the increase in Pakistan.
Our prospective study has several important strengths. First, we attempted to define pSBI based on the presence of any one of seven signs found to be predictive of severe illness in young infants [10] . However, we were limited in our ability to match all of these signs, mainly respiratory rate of 60 breaths or more per minute, severe chest indrawing, and movement when stimulated because they were not included in the MNH Registry. We recognize the overlap that breathing problems and difficulty breathing have with problems of prematurity, birth asphyxia, and non-bacterial illnesses. However, the proportions of infants with specific signs and symptoms are highly consistent with the ranges published in recent clinical trials that assessed community based treatment of neonatal sepsis [3, 4] . There was extensive training on identification of signs and symptoms of pSBI in these trials, but there was still wide variation in the proportion of infants with signs such as chest indrawing across the study sites. Our data are also limited by lack of microbiologic confirmation in the rural communities and facilities. Further, we did not have the precise details of timing of the symptoms in the first 42 days of life, so it is possible that our incidence estimates are higher than in other studies reporting pSBI between day 0-27 of life and lower than in studies reporting pSBI in young infants between day 0-59 of life. We also do not have information on precise treatment practices by site for access to health care facilities, care seeking, antibiotic access across and over time and how these variables may have impacted case fatality rates. Finally, the MNH registry does not currently collect reliable information on referral practices because the ability to refer infants depends on the availability of referral facilities. Similarly, location of death is not captured currently and would be difficult to interpret because of variable access to referral facilities across the Global Network sites. We recognize that many of our limitations could have resulted in misclassification of pSBI that could have varied by site and over time, but to move forward, improved diagnostics for pSBI are urgently needed. Despite these limitations, the incidence of pSBI at each site is likely indicative of a significant portion of the neonatal illness burden given that infants identified as having pSBI were at greatly increased risk of death during the first 6 weeks of life compared to other infants. We believe that our data are generalizable based on the similarity with the Seale data and the standardized data collection across the 7 Global Network sites.
The high burden of pSBI in neonates and young infants, regardless of definitions and changes in location of birth, is an important reminder that investment in ways to reduce delays in early recognition /diagnosis and Single sign/symptom, n/N (%) died
Breathing problem/difficulty breathing treatment of pSBI continues to be needed and is consistent with the research priorities outlined in the Every Newborn Action Plan [5] . Priorities for the future include ways to improve early detection of pSBI in the community, risk stratification, early access to referral of those at the greatest risk of mortality and ways to prevent pSBI particularly in the era of increased delivery of babies in health care facilities.
Conclusions
In a prospective population based registry with trained data collectors, there were wide variations in the reported incidence and case fatality of pSBI in rural communities and in trends over time. Regardless of these variations, the burden of pSBI is still high and strategies to implement timely diagnosis and treatment are still urgently needed to reduce neonatal mortality.
